Multilocular thymic cysts with follicular hyperplasia are uncommon masses that occur in Human Immunodeficiency Virus (HIV) positive individuals. These cysts mostly present in HIV positive children. Here we report a rare case of multilocular thymic cyst in an HIV positive adult female. In this case report, the radiologic findings of multilocular thymic cyst, management and prognosis are discussed.
IntroductIon
Thymic cysts account for 1% to 3% of anterior mediastinal masses and can be divided into two types -congenital cysts and acquired cysts. [1] Acquired thymic cysts, unlike congenital cysts, are multilocular and arise as a reactive process secondary to inflammation or malignancy. [1] Multilocular thymic cysts (MTCs) have been described in association with Human Immunodeficiency Virus (HIV), however majority of cases described involve the pediatric population. [2] [3] [4] [5] [6] The few adult cases that have been reported involve only male patients. [6, 7] Here we report a rare case of multilocular thymic cyst with follicular hyperplasia in an HIV positive adult female, with its imaging features and differential diagnosis.
case report
A 47-year-old female who has been seropositive for HIV for 19 years, presented with a five-day history of cough, chest pain, and asymptomatic bilateral swelling of the cheek. On physical examination, patient was afebrile, and vital signs were within normal limits. There were mild bibasilar crackles in the lungs, bilateral parotid enlargement, and a palpable left superior cervical lymph node approximately 3 centimeters in size. Laboratory evaluation revealed CD4 count of 551 K/mm [3] , and HIV-1
RNA load of 16784 copies/ ml. Chest X-ray demonstrated an abnormal contour along the right cardiomediastinal border [ Figure 1 ]. Subsequent computed tomography (CT) of the chest with contrast revealed a 7. Figure 4 ]. Walls of the cystic mass contained abundant lymphoid tissue with follicular hyperplasia and a prominent reactive germinal center, leading to the diagnosis of multilocular thymic cyst (MTC) with follicular hyperplasia [ Figure 5 ]. CT scan of the neck revealed bilateral enlargement of the parotid glands with innumerable cystic areas [ Figure 6 ]. Given the known association with HIV, the parotid lesions were diagnosed clinically as benign lymphoepithelial cysts of the parotid gland, and biopsy was deferred.
dIscussIon
Multilocular thymic cysts with follicular hyperplasia are an uncommon reactive process to HIV infection found in children, with few earlier case reported in adults [2] [3] [4] 6, 7] Furthermore, previous case reports and case series note a male predominance when describing MTCs in patients with HIV. [2] [3] [4] [5] [6] [7] [8] [9] MTCs are mostly benign lesions in HIV positive individuals, and malignant transformation is rare. Foci of thymoma and thymic carcinoma have been found in resected MTCs in HIV negative individuals, [1] but in HIV positive patients, only one recent case report has noted a thymic carcinoma in a resolving multilocular thymic cyst. [8] MTCs can exhibit spontaneous reduction in volume, although no long-term follow-up studies have been performed to see if these masses fully resolve. [2, 3] Surgical excision is curative, and while MTCs in HIV negative patients have been shown to recur after excision, cyst recurrence has not been noted in HIV positive individuals. [1] [2] [3] [4] [5] [6] [7] [8] [9] In HIV positive patients, multilocular thymic cysts are generally found incidentally on chest radiographs, and are better characterized on CT. Maximum diameter of this multiloculated entity ranges from 8 cm to 17 cm, with individual cysts that can range in size from 1 cm to 6 cm. [3, 6, 7, 9] The mass is difficult to assess on ultrasound due to the lack of an appropriate acoustic window. [3] On magnetic resonance imaging (MRI), the septa demonstrate enhancement on post-gadolinium T1 weighted imaging, and are hypointense relative to the cystic regions on T2 weighted spin echo and Short TI Inversion Recovery (STIR) sequences. [3] On histopathology, multilocular thymic cyst walls are lined with squamous, cuboidal or columnar epithelium (sometimes ciliated), and the septa contain numerous normal Hassall corpuscles and hyperplastic lymphoid follicles with well-formed germinal centers. [1] Suster and Rosai note the histologic appearance of MTCs strongly resemble that of benign lymphoepithelial cysts seen in parotid glands of HIV positive individuals, [1] and Leonidas et al., subsequently report a case series of three HIV positive MTC patients in which all patients had prior history of parotid gland enlargement. [6] In our patient, CT scan of the neck demonstrated bilateral enlargement of the parotid glands with innumerable hypodense foci [ Figure 6 ]. Parotid masses were clinically diagnosed as benign lymphoepithelial cysts, given the known association with HIV, and biopsy of the parotid lesion was not performed. The likely presence of the benign lymphoepithelial cysts in the parotid gland supports the proposed link between benign lymphoepithelial cysts of the parotid and MTCs with follicular hyperplasia.
The differential diagnosis of an anterior mediastinal mass in an HIV positive individual generally consists of infectious and neoplastic etiologies. In immunosuppressed individuals with CD4 counts less than 200 K/mm [3] , tuberculosis will commonly present with low attenuation mediastinal lymphadenopathy characterized by peripheral rim enhancement on contrast enhanced CT. [10] However, the CD4 count was 410 K/mm [3] in our patient. Mycobacterium avium complex can have a similar presentation, but the chest is rarely the sole site of disease for this entity, and it is also associated with CD4 counts less than 100. [10] Bartonella causes a marked increase in vascularity leading to enlarged lymph nodes that enhance with contrast on CT examination, but in general will not appear cystic in nature and will usually be associated with pulmonary nodules. [10] In the neoplastic category, non-Hodgkin's lymphoma (typically a high grade B-cell lymphoma) occurs at an increased frequency in HIV individuals and can be associated with mediastinal lymphadenopathy. However, generally non-Hodgkin's lymphoma in HIV patients presents as an extra nodal disease when the chest is involved. [10] Kaposi's sarcoma can affect mediastinal lymph nodes as well, although it more commonly presents as illdefined pulmonary nodules. [10] In conclusion, a low-attenuation anterior mediastinal mass in an HIV positive adult should raise the suspicion of multilocular thymic cyst with follicular hyperplasia, even though this entity is more common in the pediatric population.
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